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www.esgstaffingsolutions.com

employer solutions staffing group..

New Hire Application

Personal Data~- PLEASE PRINT LEGIBLY IN INK

Last Name See FirstName 12 Middle initial N3
Street Address 719 Aurora Ave, E, Apt/Ste
City/State/zip _ St-Paul, mn 55104 Social Security Last Four XXX-XX-
Phone Number 6512027819 Emall Address @

Staffing Agency/Recruitment Partner CMG

Applicant Cortification and Authorization

1 authorize Employer Solutions Staffing Group (ESSG) to uge the information and statements contained in this application to determine my
qualifications for employment. | authorize ESSG to meke inquiries of my former employers, except as indicated in this application,
regarding my previous duties, responsibliities, performancs, compensation and eligbility for rehire,

| understand that a comprehensive background check may be conduoted o detarmine my eligibility for hire by certain clients of ESSG.
This may Include but is not imited to, investigations of criminal and/ar conviction fecords, driving records and/or a drug screan test as
required by clients, govemment regulations or by ESSG policies.

| relsass ESSG and other parsons or entities from any claims that might be based on ESSG's decision o conduct 3 background check,
| certify that all statements made in my application are frue and accurate and that | have not omitted any material information or provided
false or misleading information. | understand that any msiterlal omission or misrepresentation will resuit in my disqualification from
consideration for employment or, if discovered after | begin employment, will result in my termination.

It hired, | agree to abide by the policies and proceduras of ESSG,

Ta See Ll — Nov 28, 2017

Name (Print or type) Applicant’s Signature Date

A copy or facsimile ("fax™) will be considerad the same as an ariginal signature. Email will ONLY be used for employmsnt correspondencs
For ESSG Office Use Only
DOH NHW 19 8850 w4
Emergency ContactInfo | Background Releass Form Background Results Uusmrloymem Lettor ESC Application
{{tapplicable)
For ESSG Client Use 7

DOH ROP | WorkSitelop, WC Codp

ES8G- CMG-CO Rev. 04/2017



Employment Eligibility Verification USCIS
Department of Homeland Security Form I-9

U.S. Citizenship and Immigration Services T mC1 g1 0e)

9 Expires 08/31/2019

P> START HERE: Read instructions carefully before completing this form. The instructions must be avallable, either in paper or electronioally,
during completion of this form. Employers are llable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It Is fllegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document{s) an employes may present to establish employment autharization and identity. The refusal to hire or continue to emplay
2 iviniiial becatise the docum N-preserniet Nnas aftuty gale may aiso constitute d]scﬂmlnﬂﬂon'
Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

antatin g axpirans

Last Name (Family Name) Firet Name (Given Name) Middle Initial Other Last Names Used (if any)
Sed Tua
Address (Strest Number antd Name) Apt. Number | City or Town L:v\m ZIP Code
219 Auvora Qve st padl mi | £vic4
Birth (mm/ddlyyyy)  |u.S. Sactal Security Number Employee's E-mail Address Employae's Telephone Number

o/ lo1 144(1 |bDTS-BA- kB0 61202

| am aware that federal law provides for Imprisonment and/or fines for false statements or use of false documents In
connection with the completion of this form,

1 attest, under penalty of perjury, that | am (check one of the following boxes):
[] 1. Acitizan of the United States
E] 2; A noncitizen national of the United States (Sae Instructions)

3. Alewiul permanent resident _(Allan Registration Number/USCIS Number): 72, 2. —O0A0 4% 0
|:] 4. An allen authorized to work  until {(expiration date, if applicable, mm/ddlyyyy):
Some allens may write "N/A” in the expiration date field. (See instructions)

Allens autharized to work must provide only one of the following document numbers to complete Form 1-8: Do Nt Viam o e e
An Alien Registration Number/USCIS Number OR Form 1-94 Admission Number OR Forelgn Passport Number,

1. Alien Registration Number/USCIS Number:
OR

2. Form -84 Admission Number:
OR

3. Forelgn Passport Number;
Country of Issuance:

Signature of Employes ms G < Today's Da!t‘ TEWW]

Preparer and/or Transiator Certification (check one):
D I did not use a preparer or transiator. ?A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1. )

| attest, under penaity of perjury, that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correst.

Signature of Preparer or Translator Today's Date (mm/ddfyyyy)
A (t-20+|7
Last Name (Family Name) First Name (Givan Name) R ‘
S an) Qav Ye |
Address (Strest Ndmber and Nam) _ City of Town State ‘/\lzu:. Code __
& Cott - Do) ol S

@ Employer Completes Next Page @

Form 19 07/17/17 N Page 1 of 3




employer solutions staffing group..
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit and/or Payroll Debit Card,

/94/28}/ C)ézcé,

CARDHOLDER INFORMATION (a8 you want your Payroll Debit Card to be issued)

If you do not © 8 written electi will be pai er Check,
Employee Nameg SSN# (last 4 digits) Effective Date
— camplete Sections 3 and § below) NateDmeepasnacmmsmaytakeuptwdnystabeacuvm
Payroll Debit Card (Please complete Sections 4 and 5 below) Paper Check (Please complete Section 5 below)
[ Update Bank Account 1 understand and acknowledge that if I do not provide a
Bank Name; voided check with this direct deposit form, I am
responsihle for any delays in payroll or extra costs
Routing# incurred if the account number that I provide is incorrect,
Account#

Initial Date

Federal lawrequireaallﬁnancialinsﬁtutionsmohmin, varify, andrecordlnﬁ:rmaﬂonthatidantiﬁeseachpersonwho Opens an account, In order to
request a Payroll Debit Card for you, we must provide all of the following information that will enable the financial institution to identify you, If
you do not submit a Direct Deposit/Payroll Debit Card Authorization, ESSG wjl] provide the necessary information and issue you a Payroll Debit

to pay your wages, For Your protection, the financial institution may ask you to provide them additional identification information sp they can

First Name MI. g Last Nams Date of Birth
Strest Address ponox NOT ACCEPTABLE) Social Security#
City State Zip Coll Phone (mobile)

Employee’s Signature; Date:

my periodic wages/compensation payments, net of required tax withholdings, other required withholdings
or authorized deductions, into Iy account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s), * E-mail is required for pay stub information.

*E-mail:

this information will only be used to send your Paystubs electronically
Employee's Signature:f:zg _& Date:ﬂ = J ) ”’J




Form W-4 (2017) grastr Tan SYADOR00, PP e weges mmmmm%:

Basio Instructions, I you sren't lete consider making eatimated tax orm
Purposa, Conlate Forn W-4 50 that your tho Poraanal Allowantoa Worishact byiow, e J040 EB, Est mated Tax for indivaual, Othenwise,
Empioyer can vithold the coreut faeral name workaheets on page 2 futher s your IRy incoms, oe Pub. 88 o i v e 1d
Mmhgum%whenmmn or finanolal deductions, costeln credits, s to income, adjust your withholding on Farm W-4 ar WesP.
situation Ghangses. or two-camers/mulliple jobs § Megrmorgmme oh%y:ub.hmam

from withholding. #f you are exempt, Completo all workshesta that spaly. Howaver, workin, FROIS) i

mUml.aa?mﬁm&;nma may c'aim fewer {or albmeormgul&m wﬂ dw F‘:%"'"
fomm o validate i Your oxemplion for 801/ axpies.  wages, Wiltholing must be bssed on allzwinges T e dom only one Form
& 15.%8»% 05, Tax Withholding ywdafrmd&ndmwmtbaaﬂmamcumor when all allowances are olaimed on the Fomm W-4

SO CEn olEm Vo E! T hoid .yauoand!h'thend olaimed on the athera. Seo Pub, 303 for dotails.
raturm, you gant G.aim examplion O YOuF tax return only allen, i ananresident alien, see
S e ST Smesseangmone
ol P mmghmmm Pub, 601, Bxa cmmmwmmﬁnrmw-am
mmmm"hm”b information, for information, aifect, use Pub. 605 to sae how the amount are
@ depandent, if the employes: mmmmu?mmmugnsm m%f%wgw tax
DS b L e e L L
|3 biind, or GaTD EXpENsss it may e on any
;mw&n&m&zwmmw %ﬂmmmﬁ%w ;%’M%r% wlﬂamd
Personal Allowances Worksheet for your records,)
A  Enter®1"foryourself ifnoone elsecanclaimyouasadependent ., . . . . . . . . . . . . . . « o« A
* You're single and have only one job; or
B Enter“ﬂ'if:.{ * You're married, have only one job, and your spouse doesn't work; or ] A - |
* Your wages from a second job or your spouse’s wages (or the total of bath) are $1,500 or less,

o] Emﬂ"formapmBut.youmaydmoeetoemrwnyouaramdadandhavaalﬂnrawonﬂngspoueaorm

manmjob.(Entadng“-o-°mayha!pyoumidhaw:gmmetaxwmmeld.) T et e s s s 4 s s s . O
D mrmmm(mmewwwuwmcmmmwmm. B - |
B Enter“i"lfyouwmfneasheaddhoueeholdmyourtmmhm(saewmimmderﬂeaddhomholdabove) .« E
B Emw"‘a"ityoumwaatIeastsz.cﬂﬂofchlldordomndemwmexpsnmforwhlmyouplantoclaﬁnacredn I

{Nuh:Donothdudechndalpponpaymam.&amb.sos.chﬂdmdDapmdemcmsExpemfordatans.)
G Child Tax Credit (inoluding additional child tax credit), S8ee Pub. 972, Chlld Tax Credit, for more information.

-lfyourto‘lalmmawmbelmﬂmmomomm.mnumﬁsd),m%’hreacheﬂglblactﬂd;ﬁmhssﬂ”ﬂyw

have two to four eligible children or less °2” if you have five or more eligible children.

* if yaur total income will be belwean $70,000 and $84,000 ($100,000 and $116,000 if maied), enter 1" foreach eligble child. @
H AddﬁnasAﬁvmxghGandemartnblhm.mmswummmmwmpﬂmmddmmmrmmm >H

* if you plan to Remize or claim adjustments %o Incoms and want to reduce withholding, see the Deductions
For acouraoy, andvl\dlfammwmmanpagaz s

4
complete all s ifyouare and have mare than ana Job or are married and you and your spouse both work and the combined
worksheets o oL o Eammare/t

eamings from all jobs exceed $50,000 maried), sse the Two-Eamers/Multiple Jobs Worksheet 82
that apply. to; dhavingtgomataxwmmald. =0, i

@ |f noither of the above siluations here and enter the number from iine H on line 5 of Form W-4 below.
Whmmmmmnmmmw.xmmammwwmm
Employee’s Withholding Allowance Certificate

B Whather you are entitled to clalm a eartain numbor of allowancea ar exemption from withholding la 2@ 'I 7
subjectto review by the IR8. Your employer may be required tn sand a copy of this Torm to the IRS, e

Ini Last name See 2  Yaursocial securfly number
Ta na T 675420530

Home adros {oumber and strast ar rural route) 8 O single @ Mariod (I Marted, but withhold a higher Singia rato.
719 Aurara Ave. E. .. Nots if enred, b egaly separated, or spausss a nonvesident aen, chack ths “Bingi” bor.
Chty orown, state, and ZIP code 4 Hyourlastname differs trom that shown.on your sootal security card,
St.Paul, mn 53104 shecl hero, You msst oail 1-900-772-1213 for a replsosment card, ™|
§  Total number of allowances you are clalming {from line H above or fram the applicable worksheet on page 2) 5 I &
8  Additional amount, if any, you want withheld fromeachpaycheck . . . ., . . . . . . . . . . 8
7 | claim exemption from withholding for 2017, and | certify that ! mest both of the following condftions for exemption, |
® Last year | had a right to a refund of all federal incoms tax withheli because ! had no tax {iability, and
» This year | expect a refund of all federal income tax withheld becauss | expect to have no tax fability, ;

}f you meet both condtions, write "Exempt*here. . . . . . . . . . . . . . . »[7]
U erpmaluasofpedury.!dec!mﬂmt!havemrﬂned%hlsoamﬂnatsand,wthebwof.mymwledgeandbaﬁef.itlstrus.namt,andeomplsta.

CMB No. 1845-0074

Employee’s signature
{Thlg form is :Io%valid unless you sign ft) »  TaSee (Nov2s, 2017) pate» NOV28,2017
8 Employsr's name and addres {Employer: Complete Tines 8 and 10 anly If sending to the IRS)) “ 8 Qffice sods {opliore | 10 Employer identifloation number (EIN)

i
For Privacy Aot and Paperwark Reduction Act Notice, see page 2. Oat. Na. 10220Q Form W-4 em7n




EMPLOYER SOLUTIONS STAFFING GROUP
BACKGROUND CHECK AUTHORIZATION

Employee Name: Ta See
{First) {Middle) {Last)

Former Name(s) and Dates Used:

Curvent Address Since: 719 Aurora Ave. E. St.Paul, mn 55104

{Mo/¥r) (Street) (City) {State/Zip)
Previous Address From:,

{Mo/¥r) (Street) | (City) (State/Zip)
Previous Address From:

(Mo/¥r) (Street) (City) (State/Zip)
Social Security Number: 675420530 DOB: 01/01/1961

Phone Number: 6512027819

Driver’s License Number/State:

The information contalned in this application is correct to ths best of my knowledge.

| hereby authorize Employer Solutions Staffing Group, LLC and its designated agents and representatives to conduct a
comprehensive review of my background causing a consumer report and/or an investigative consumer report to be
generated for employment purposes. | understand that the scope of the consumer report/ investigative consumer
report may include, but is not limited to the following areas: verification of social security number; credit reports,
current and previous residences; employment history, education background, character references; drug testing, civil
and criminal history records from any criminal Justice agency in any or all federal, state, county jurisdictions; driving
records, birth records, and any other public records.

1further authorize any Individual, company, firm, corporation, or public agency to divulge any and all information, verbal
ar written, pertaining to me, to Employer Solutions Staffing Group, LLC or its agents, | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may
have, to include information or data received from other sources. Employer Solutions Staffing Group, LLC and its
designated agents and representatives shall maintain all information received from this authorization in a confidential
manner in order to protect the applicants personal information, Including, but not limited to, add resses, social security
numbers, and dates of birth,

Signature; | A Date: NOV28,2017

Notice to CA, MN, and OK Residents:

Please chack the box below if you wish to receive a copy of a consumer report that Is requested.
[ 1 wish to receive a copy of any Background Check Report on me that s requested,




mtrmmuwol,vmmmmmmmmomaumwmmmmxmamuw. Washington,
DC 20552,

A SUMMARY OF YOUR RIGHTS UNDER THE PAIR CREDIT REPORTING ACT e ]

'lhsfederalFau&ecﬂtkemmnamﬂcmpromotestheamuy.falmess,andMvawmmbnnaﬁm'mmemucimnmmnmme&mmmmw

tvpesofoommrepwﬂnsasenﬂaa.mdudmawtmmdmnyamda(mhnwmwlmmﬂmammmakwmmm.mw

mds,andremalhlsmracards).muammdmmmmmmmmwmmmmmma
4 consymedinance savflearnmaora umwmwnmmnmmoemuw..wmn,um

° YoumhwdﬂinfomatinnlnymmehuhanMMmmwMMathmanmmdmmmnhdwmam
cananformr.murance.oremp!uvmm—orwmanoﬂnetadmemmaamsm-mteuvm,andmmemmename.mm_ﬂm—
————numberof the sgency thet provided the information:

° Yauhavemensmmlmwmmllnmﬁle.voumaymummohta!nallthalnfomuuonahmnvwlntheﬂlesofamnwwmrﬂnaam(ymu“me
disclosure’). You wifl be required to provide properldmmﬂcauon.wlﬂﬁmymdnﬂeyomsodalSecur&vnmnher.lumanyases,thedlsaomwm be free, You
are entitied to a free file disclosure if:

° amnhuhkeﬂadvmatﬁmagalnﬂmbeuueafﬂﬂomaﬂmhvourmm
© you are the victim of identhy theft and place a fraud 3lart In your fils;

* your file contalns Inaccurate information as a result of frau;

® you are on public assistance;

* you are unemployed hutexpentoapplyforemployumwlﬂﬂnmdm

In addition, alt nsumers are entitled to one free disdosure every 12 months upon request from each netionwida cradit bureau and from notionwide specialty con-

sumer reporting agencles. Sea www consumerfinance sov/lsarnmare for additiona! information,

o Youhave therightto nkfcramnmawtmmnumw;mmdwmmmmumdonmfamﬁonﬁommmvwmw
request a credit score fram consumer reponting agencies that create scores or distribute scores used in residential veal property loans, but you will have to pay for
1. In soma moritgage transactions, you will recalve credit score Information for free from the mortgage lender,

® You have the right to dispute Incomplete or Inaceurate information. 1 you Identify information In your fila that isincomplate ar inaccurate, and report it to the
consumes reporting agency, the agency must investigate unless your dispute Is frivolous, See vaww.consumerfinanre. Rov/iearnmore for an explanation of dispute
procedures.

s Consumer reporting agencies must correct or delete inaccurata, incamplets, or uavarifiable information, inaceurate, incompleta or unverifiable information
must be removed or corrected, usually within 30 days. However, a consumer reporting agency may continue to report information It has verified as accurate,

. WrnwﬂmannﬁumnmmmmﬂmdmmmhmmmmmammmMngmwmynmmpmnmmmﬂon
Mkmmmmmmd&wmmpmsthammtmzommom

. mwmmkmmhwmmmmWemwmwpmﬂdemhmﬁonabumm only to people with a valid need ~ usually to consider an applica-
tion with a creditor, insures, employer, tandlord, or other business, The FCRA spacifies those with 2 valid nead for accass.

. Voummmmmnmurmmuhpmhmmammmommmmymmmhﬂomﬂmahnutyautoyowemployer,or
a potential employer, without your written cansent given to the employer, Written consent generally 1s not required in the trucking industry. For more infor-

mation, go to www.consumerfinance. [leammare

o Mmmmmmnwmwmnandmnwmmtbmd on Infarmation In your credit report. Unsolicited *prescraened® offers for creditand
lmamemumncludeatoﬂ'fmphonemmhwwutanwnuwudtommmmmmrnmmdaddrmfmmthellstslhaseoffmarehawon.voumay
opt-out with the nationwide credit bureaus at 1-888-567-8688,

® Youmay seek damages from vialators. if & tansumer reporting agency, or,mamneamamﬁmwmmmammmmmmaﬁonwammer
reporting agency violates the KCRA, you may be able to sue 'n state or federal court,

° Mauﬂtythmvkumwmduwmmmmmneihauaddmnnammmrmmmfomaﬂomvm www.consumerfinance.gov/iea
States mny enforce the FCRA, and many states have their own consumer

sation, cantact your state or locol consumer pratection agency or your state Attomey Generol, Far

TYPE OF BUSINESS: CONTACT:
1.8, Banks, savings associations, and credit unions with total assets of over @, Bureau of Consumer Financial Protection
$10 dillon and thelr affillates. 1700 G Street NW
Washington, DC 20552
b. Such affiliates that are not banks, savings associations, or credit unionsalso | b, Federal Trade Commission: Consumer Response Canter —~ FCRA
should list, in addition 0 the Bureaw; Washington, DC 20880
{877) 382-4357

2. To the extent not included In item 3 above:

8. National banks, federal savings asscletions, snd federal branchesand fed- | a. Office of the Comptroller af the Currency
erdl agencles of foreign banks Customer Assistance Group

i 1301 McKinney Streat, Suite 3450

Houston, TX 77010-8050

b, State member banks, branches and agencies of foreign banks {other than b, Federal Reserve Consumer Help Canter
federal branches, federal agenties, and Insured state hranches of forelgn P.0. Box 1200

banks}, commerzial lending companies owned or controlled by foreign banks, | Minnaapolis, MN 55480

ond organizations aperating under section 25 or 25A of the Federal Reserve
Act . .

¢. Nonmember insured Banks, insured State Branches of Forelgn Banks, and ¢, FDIC Consumer Response Center
Insured state savings associations 1100 Walnut Street, Box #11
Kansas City, MO 64106

d. Federal Credit tinions d. Natlonal Credit Unlon Administration




EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: Ta See

Address: 719 AuroraAve. E. St.Paul, mn 55104

Home Phone; 6512027819

EL R __ EMERGENCY CONTACTS = .~ A
Plczase list twg paople (ln priority order) who oould be <ontaoted in case ot‘ an emergeney,_ ]
Contact #1 | Home Phone:
Name: ParYei Say ~ {Cell Phone: 6519245521
Relationship: Work Phone:
Contact £2 Home Phone:
Name: Cell Phone:
Relationship: Work Phone:

Additional Information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

This infarmation will remain confidential and will anly be used in the cose of an emergency.



g

employer solutions staffing group..

A OF CONFIDE

This agreement made this day of , 201__, between
Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and hereafter referred to as "employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason whatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the
employee agrees to pay to the employer the sum of $10,000 as liquidated
damages for every such violation; provided, however, that the payment of such
amount as liquidated damages shall not be construed as a release or waiver by
the employer of the right to prevent any such violation in equity or otherwise.

Ta See (Nov 28, 2017)

Employee Signature

Employer Solutions Staffing Group LLC, Representative



i 4
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pir siutions staffing gir'cw.ap.;,c
INJURY MANAGEMENT PROGRAM

injured Worker’s Responsibilities

As your employer, we are concemed about your full recovery. Reasonable and
necessary medical care will be paid for any compensable work injury. Medically
authorized time away from work will be reimbursed In accordance with the State
of Minnesota workers’ compensation laws. Wherever possible light duty
restrictions imposed as a resuit of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Minnesota Rule Sec. 5221.0430, Subp. 1 requires that you choose one primary
health care provider. Subpart 2 places limitations on your right to change
primary health care providers. Discuss with your employer any change In health
care provider.

Aftend all scheduled appointments. While on physical limitations, visits should
be a minimum of once every two weeks. Fallure to have current medical support
for disability may result in termination of benefits, Schedule your next
appolntment immediately after your doctor visit, before you leave the clinic if
possible.

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221,0420 requires that your physlcian
cooperate with retum to work planning and that you be released to return to work
at the earllest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. You should deliver this in person so that
changes In work restrictions may be addressed and any questions answered,

Follow all physical restrictions at home and at work.

Report to work and perférm physically suitable tasks as assigned. These may or
may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

er Immedi of uries or cond at i
your physical condition.

If it Is necessary to miss scheduled work due to a work injury, you must be seen
by your primary health care provider the same day in order to receive
compensation for the time away from work. The physlcian must complete a
Report of Workability.

1 have read my responsibilities and agrese to abide by these guldslines.

Signed: Qe

Ja See (Nov 23, 2017)
Printed Name: ___ TaSee
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employer solutions staffing group..

Important/Importante
LOST OR STOLEN PAYCHECKS

If a paycheck Is lost (missing, misplaced, destroyed, lost in the mail, ete.), you
must notify your staffing recruiter that the check cannot be found. If it can be
verified that the check has not been cashed, ESSG will stop payment on the
check and re-issue the check to you, deducting a fee of between $25-835.

If your paycheck was stolen, you must first file a police report before we can re-
Issue the check. Once you have done so, you must provide a copy of the policy
report to your staffing recrulter that the check was stolen. If the check has not
been cashed and if the loss of the check was not your fault, ESSG will issue a
new check and no fee will be deducted.

CHEQUES DE PAGO PERDIDOS O ROBADOS

81 un cheque de pago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no
se puede encontrar. 8i se puede verificar que el cheque no ha sido cobrado,
E8SG se detendra el cheque de pago y reemitir el cheque a usted, descontando
un cargo de entre $ 25 - $ 35,

Si su cheque de pago fue robado, primero debe denunclar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted
debe proporcionar una copla de la denuncia a su reclutador de personal que el
cheque fue robado. 8i el cheque no ha sido cobrado y si la pérdida del cheque
no fue su culpa, ESSG emitird un nuevo cheque y no hay cuota se deducira.

AGREED/SE ACUERDA—

Name/Nombre (con letra de molde); T2 See

_S_i_gnaturelFinna: Ta See (Novas, 2017)
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employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG's policy that all employees should be able to enjoy a hazard free and safe
work environment. It is ESSG’s duty to:

(1) Ensure that its clients provide you with a workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(5) Provide safety training in a language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To belp ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsibility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

* Responsibility to report workplace hazards and dangers

* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment.

You have the following basic rights:

» Right to refuse unsafe work

* Right to know or be informed about actual and potential dangers in the
workplace

* Right to review copies of appropriate standards, rules, regulations and
requirements that the host employer is required to have available at the
workplace.



employer solutions staffing grbupm

s Right to request information about safety and health hazards in the
workplace, appropriate precautions to take, and procedures to follow if
involved in an accident or exposed to hazardous substances

° Right to gain access to relevant personal exposure and medical records.

You can have your name withheld from the host employer and any other entity, by
request, if you sign and file a written complaint. You can request to be advised of
OSHA actions regarding a complaint, and request an informal review of any
decision not to inspect the site or issue a citation. Aud, you can file a complaint if
you are punished or discriminated against for acting as a “whistleblower” under the
OSH Act or 18 other federal statutes for which OSHA. has jurisdiction, or for
refusing to work when faced with imminent danger of death or serious injury and
there is insufficient time for OSHA to inspect, Retaliation or reprisal taken against
anyone who has expressed concern about workplace safety is illegal. :

If you believe that your right to a safe workplace has been violated, you can make a
report to a manager of the host worksite employer and/or ESSG (by telephoning
962.885.1288/1,866.486.7678) and asking for the ESSG Bafety Director. You can
also contact OSHA directly with any concern. ESSG recognizes the serious nature
of ensuring workplace safety will endeavor to protect any employee who may have
been subjected to unsafe or hazardous worksite conditions.
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Acknowledgement of Receipt of Workplace Safety Policy

I certify that I have received a copy of Employer Solutions Staffing Group’s ESSG
WORKPLACE SAFETY POLICY. I understand that it is my responsibility to read
this policy and ask my supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.885.1288/1.866.496.7578 with any
questions I may have about this policy. I agree to comply with ESSG's policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termination.

I alsoagreethatifatanyﬁmeduﬂngmyemploymentlambelievethatlam
working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.885.1288/1.866.496.7578 in order to obtain assistance in the resolution of such
matters.

Employee Name (_Please Print)
Ta See

Employee’s Signature:

TaSea (Nov28,2017) Date: Nov 28,2017



m O8D0 Pre-Screening Notice and Certification Request for
{Rev. March 2016) the Work Opportunity Credit OMB No, 1545-1500

'mmm’nm‘:.ru?sgw' u“ P Information about Form 8850 and s separate instrustions s at www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Yourname 1aSee Social seourlty number > 675420530
Clty or town, state, and ZPcode ~ St.Paul, mn 55104
County Telephone number 6512027819

If you are under age 40, enter your date of birth (month, day, year) 01/01/1961

1 |Ih Check here i you mdvedamndﬂmdoeﬂﬁoaﬁonimﬂueshtawﬂomagancy%mawﬂc}paﬂng losal agenoy
for the work opportunity credit,

2 [T Check ners it any of the following statements apply to you.

. lamamembardafamnythathasmceivadawstanoefmmTemporaryAas!stanceforNeedyanmes(TANF)foranya
months during the past 18 months.

° | am a veteran and a member of a family that recelved Supplemental Nutrition Assistance Program {SNAP) bensfite (food
stamps) {or at least a 3-month period during the past 15 months,

* | was refarrad here by a rehabilitation agency approved by the state, an employment network undsr the Ticket to Work
program, or the Department of Veterans Affalrs,

* | am at least age 18 but not age 40 or older and | am a member of a family that:
a. Received SNAP benefits (food stamps) for the past 8 months; or
b.mswmmmmmmawadmmsmmabmlenolongareuoiblmmervethem

* Durlngthapastyear.iwasconvictedafafelonyorrelaasedtrompﬂaonforafe1w.

* | recalved supplemental security income (SS1) benefits for any month ending during the past 60 days.

L] lamavmranandlwaaunampluyedforapeﬂodorpaﬂodstotanngatle&t«lwaeksbutlassthanemonmsduﬁngme
past year,

8 m] Cheok here If you are a veteran and you were unemployed for a period or periods totaling at least 6 montha during the past
year.

4 E] Check here If you are a veteran entitled 1o compensation for a service-connected clisability and you were discharged or
released from astive duty in the U.S, Armed Forces during the past year,

8§ m] Check here If you ars a veteran entitied to compensation for a service-connectad disability and you were unemployed for a
period or periods totaling at least 8 months during the past year.

8 E] Cheok here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recaived TANF payments for any 18 months beginning after August 8, 1997, and the earllest 18-month perlod beginning
after August 5, 1887, ended during the past 2 yeare; ar

* Stoppsd being eligible for TANF payments during the past 2 years because fsderal or state law limited the maximum time
those payments could be made.

7 [ﬂ] Cheok here if you ars In a perlod of unemployment that Is at least 27 conssautive weeks and for all or part of that period
you received unemployment compensation.

—_Signature—All Appilcants Must Sign

Unduge::mesof&egwy,ldmm that ! gave the above infarmation to the employeron or bsfore the day 1 was offered a Job, and Ris, 1o tha best of my inawladge, tnse,
eamwect, and comp

Job applicant’s signature B>  TaseeiNovas 2017) Date VOV 28,2017
For Privacy Act and Paperwork Reduction Act Notice, see page 2. Gat. No. 228511 Form 8850 (Rav. 3-2018)
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Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE RE?R@T'

Surcialig! s foiTox Crodic Slininiprns

EMPLOYER SECTION:
Clieats Company:
Loentions Position: Starting Wage: $
EMPLOYEE SECTION:
First Name: Last Name; Suffix: Street Address: City/State: Zip:
71 A = St-Papi, mn 55104
| 88#: Date of Birth: ' Age: t;l;ve you worked fo; If yes, location:
| 675420530 » y before
, . 01/01/1961 _ Yes] NoLJ
Please complete all questions, and sign and date the form., Yes No
1. Have yon or has anyone living with you recelved Temporary Assistance to Needy Families (TANF) ol G

at any time since August §, 19977 (1fyes, pleass provids infbrmation below.)
Name of the person receiving benefits: ____ Relationshiptoyom:
City: County: State: _____

2. Have you or hias anyone living with you received Food Stamps (SNAP) at any timo during the past 15 months? O QG
{if yes, please provide information below.)

Name of the person recelving benefits: ___ Relationshiptoyow:
City: ___.__ Comty: ____ Stats ____

3 !hvemmMSwphumﬁlSmﬂthme(ﬂSl)atmﬂmewlwh the past 3 months? Q Q
Pleaso note, this is not the same as Social Security benefits (S85) ar Social Seourity Disability (SSDI) benafita.
*f you checked yes please provide a copy of your SS1 dacumentation.

4. Have you received any type of vocational rehabdilitation services within the past two years? (@] Q
If yes, pleasa indlcate which typs of worked with and provide their location information below:

[C] Vocational Rehabilitation Agency Dept. of Veterans Affuirs Pruployment Network (Ticket to Work Program)

Nems of Agency: Phone #:

City: County: State: 5

*Yf you checked yes please provide a copy of your active Individual Work Plan and Ticket to Work docuanentation.
8. Areyon a Veteran of the U.S, Military? please provide a DD-214 and letter of separation,

(i€ yes, pleass provide information below. 1fno, &%wm #g;w e . <

Dates of Setvice - From:

Branch of Service:

Ars you entitled $o or ave you receiving compensation for a service-connected disabllity?

6. Have you been nnemployed at any time during the last 12 months?

I yes, dates of unemployment - From: . Ta:

Did you receive vnemployment compensation at any point during your unemployment?

If'yes, inwhichmdidyonmeiwunemploymmmmmmlm?_ e

7. Have yon been convicted of a felony or released from prison for a felony conviction in the past 12 months?
Conviction Date: Relenss Dyte:
Wes thisa T} Foderat or 5 stete conviction? 1eState - County: ____ State

5 Additionat Tax Credits
IEC (Native American): Are you or your spouse 8 member of 3 Native Amerionn Tribe? a g
1f you checked yes please provide a copy of your CDIB card.
CA Residents: [T Are you the child of foster parents? [ T]] Do you recsive CalWorks? |2} Workfures Iavestment Act?
[l Are you a migrans or seasonsl frm worker? I3 Have you ever been convicted of a misdemeanor?
SC Residents: [[] Do you receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penalties of pecjury, 1 declars the informatfon above fo be trug and aceurars 1o the bestof my knowledge, and 1 hereby autharize any agency, organisation, or

individuals o supply such verification or information that wy be needed to determine tux evodit elighility to my emplayer, employer representative fAssociated
Conaultants, Inc. dba Retrotax), or the Department of Labor.

Nov 28,2017
New Employee Signature; .E_ﬁ@L" Dates 3

O
O

To:
‘_—-—.

o] 0 0
Ql p QR

———r—




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

Instructions: This Self-Attestation Form (SAF) is to be completed, signed, and dated by the new hire only.
MooV Ers O aalalea ande o n o B4 b ¥ i 4 - Moarikchorra Avarrg . ._‘. EArT BRSO T Bl

L& YWO Wit

nloye e ETA Form 9061 “. ETA Form ) for each certification request filed for the new target
group.

Under penalties of perjury, I declare that this information is true and correct to the best of my
knowledge,

——

New Hire’s Signature; _Tesesovzs 2 Date NOV28,2017

New Hire Name; ___TaSee

Sacial Security Number; 675420530
Employer Name:

Please check the statements below if they apply to you,
| declare that [ was in a perfod of unemployment that is at least 27

consecutive weeks and for all or part of that period | received unemployment
compensation.
| declare that | have been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

The Intemal Revenus Cods of 1888, Seciion &1, as amended and s enacfing legislation, P.L. 104-188, spacify that tha State Warkforce Agencies ame fis
"designated® agencies respansible for administerng the WOTC carfification mmdmdﬂhmmhaﬁm%mmmmaﬁmm
Sonn wil be disolosed by your employer fo the 8tate Workforoe Agency. Provision of this information I8 voluntary; however the information i required to
determine your employer's eligiblity for the faderal tax credi,

Rk R R Y Y T T P VP e oo ST SO N O D U GRS 00 AP O PR 9.0 G £ S 00 o S SR S OO 5 B o @ O T §4 S o 5 e 4 ¢ ¢ & P>

Public Borden Stafement:
hmmammmmmmmmmmmw:mmmmmnmammmomawmumummr. Respondents’ obligatonfo
complete this form is required to obtain or retein benefits (P.L. 111-5). Publioreporing burden s estimated o averaga 10 minutes per response, Including the
{ime for reviewing instruciions, searching existing dsta sources, gathering and meinteining the daia neetied, and complating and reviewing the collection of
Informetion. Send comments regarding this burdsn estimateto the LS. Department of Labor, Division of Natione! Progrems Tools Technical Asslstance,
Room C-4510, Wash'ugm D.C. 20210 (Papework Reduction Project 1205-0379). Please do natsubmit complate forms i this address.

117-

ETA Form 9175 (Rev. November 2016)



DRUG AND ALCOHOL

TESTING CONSENT FORM
1. | have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2, | have read the entire contents of this policy and | am aware and fully

understand: (a) the policy and its contents; (b) what conduct the policy prohibits and the
consequences of such conduct; (c) my rights under the policy and the consequences if |
exercise certain rights; and (d) that certain events as described in the policy may result
in adverse personnel action, including my termination from employment with ESSG. |
understand that this policy in any form, and any employee handbook Including this
policy, are not a unllateral employment contract or offer thereof.

3. I hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect a body component (blood,
urine, breath, or any combination thereof) from me for testing for alcohol and/or drugs. |
understand that the laboratory selected by ESSG may conduct testing and other
analysls on the sample provided by me. | further voluntarily consent to the laboratory’s
disclosure to ESSG of the results of my drug and/or alcohol test and other information
related to the test.

Tz ee

Individual’s Name

=20 |7

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10
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Acknowledgement of Receipt Antiharassment Policy

| certify that | have received a copy of Employer Solutions Staffing Group’s Antiharassment Policy. |
understand that it is my responsibility to read this policy and ask my supervisor, a member of
management or to telephone Employer Solutions Group (ESSC) at 952.835.1288/1.866.496.7573 with
any questions | may have about this policy. | agree to comply with ESSG's policy on Antiharassment
and understand failure to comply is grounds for disciplinary action, up to and including termination.

| also agree that if at any time during my employment | am involved in any employment dispute or | am
subjected to any type of discrimination, including discrimination because of race, sex, age, religlon,
color, national origin, disability, marital, sexual orientation or veteran status, or if | am subjected to any
type of harassment including sexual harassment, | will immediately contact my supervisor, manager,
director or ESSG's Human Resource Department at 952.835.1288/1.866.496.7573 in order to obtain
assistance in the resolution of such matters.

Employee Name (Please Print)

TAS e 2

Employee’s Signature:

Taee Date: / [-20 -"’{ 7

22
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employer solutions staffing group..

Notification of Minnesota Law Requirement —

Unemployment Acknowledgement

According to Minnesota Statute section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause to
affirmatively request an additional suitable job assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)

accepts employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 852.277.5227 or
using any other form of contact) for additional assignments. If you fail to do so, it
may affect your unemployment benefits.

| understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignment ends. | also acknowledge that | have received
a separate copy of this form. (Initial)

TAG £ I(— 207
Employee Signature; Date: N
TAS G2

Employee (please print your name here)

CMG_SM - Rev. 09.2013



& ACKNOWLEDGMENT

The associate handbook was reviewed with me, and | have received my personal copy.

| also

» LUINLE

1. This handbook is intended as a guide and not an employment agreement that
creates a contractual relationship, and that the employment relationship may be
terminated at the will of either party at any time. i

2. The changing needs of the business will require alteration in method, practices and
policies, and the company will unilaterally revise, as necessary, to meet these
changing needs.

3. lagree to notify my ESSG Consultant immediately of any change in my personal
data such as phone number, address, emergency notification, etc.

4. 1am responsible for the information provided herein and will, upon my separation,
return this handbook to my ESSG Consultant.

Date: :'—F“f‘ N:}U’_l -_!

Associate's Signature; gee

Associate's Printed Name:m g; ee N\
e e
Orientation provided by: - 4

24



RECEIPT OF EMPLOYEE HANDBODOK AND EMPLOYMENT-AT-WILL STATEMENT

This Is to acknowledge that | have read the Employer Solutions Staffing Group LLC Temporary
Employee Handbook and understand that it sets forth the terms and conditions of my employment as
well as the duties, responsibilities and obllgations of my employment with the company. | understand
gng - agrea-that-§ T rasnonsibiin S0H NS TUISS, POIICIES ang stan amssetforth]nfhe

s L) » U i UV

Handbook.
| also acknowledge that my employment with ESSG is not for a specified period of time and can be
terminated at any time for any reason, with or without cause or notice, by me or by the company. |
acknowledge that no oral or written statements or representations regarding my employment can alter

the foregoing. | also acknowledge that no manager or employee has the authority to enter into an
employment agreement, express or implied, providing for employment other than at-will.

| also acknowledge that, except for the policy of at-will employment, ESSG reserves the right to
revise, delete and add to the provisions of this Employee Handbook. All such revisions,
deletions or additions must be in writing and must be signed by the CEO of the com pany. No
oral statements or representations can change the provisions of this Handbook. | also
acknowledge that, except for the policy of at-will em ployment, terms and conditions of
employment with the company may be modified at the sole discretion of the company, with or
without cause or notice, at any time. No implied contract concerning any employment-related
decision, term of employment or condition of employment can be established by any other
statement, conduct, policy or practice.

| understand the foregoing agreement concerning my at-will employment status and the
company’s right to determine and modify the terms and conditions of employment is the sole
and entire agreement between me and ESSG concerning the duration of my employment, the
circumstances under which my employment may be terminated and the circumstances under
which the terms and conditions of my employment may change. | further understand that this
agreement supersedes all prior agreements, understandings and representations concerning
my employment with the company. ;

If | have questions regarding the content or interpretation of this Handbook, | will bring them to the
attention of ESSG.

pATE_ | (— ZO- /7

EMPLOYEE
NAME_T AL €&
PLEASE PRINT

EMPLOYEE
SIGNATURE 7AS €&

ESSG i /f e i =
REPRESENTATIVE | / ,.»-"// e

L~

23
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* & employer solutions staffing group. ™
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b P RS M Tt e i s, hlgiadi st T, 1T St-Aiy

Enhanced MEC Plan_Plan 1 Bt oo st

Benefits Enroliment Form [ New Em L] Rehire Rehire Date

Name (First and Last)

Social Security Number
———— T Address — P Code
Gonder LI Male | Marital Status 3 Single | Date of Birth Date of Hire
[ Female | L] Married [} Divorced

Phone Number: Emall Address:

Please Select Desired Coverage:

Employee Only - D Employee+Spouse - Employee-l-Child(ren) - D Family -
$24.00/Week ‘ $38.00NVee_k_ $36.00/Week - —$63.00/Week

S - e Sndalsacumy# mru'nm Smx Relaﬁonﬂhjp
" “LastName ! E jl:-:,:l. o stoEeeﬂcChndener
i S T . A 2 SRR 2 2 R el T e
smLSmmy# Birth Date | Sex Relationship
= e By I o
i i F § fil i i it (b e, Toee, .v}v- { e TREr : }T‘ : ok i A - i 4 -: B .‘: :w\-r
. o e Socil Secuty 5 Birth Date | 5

Ao overageniounation e i

NAME OF PERBON COVERED (FIRST, LAST):

EFF, DATE
EFF. DATE
EFF. DATE

Employee Acknowlsdgemant and Authorization - | herahy apply for the group bensfit{s) as indicated, | acknowiedge that all entries are true and complets and that
any misstataments or faliure to report information may be uaed as the basis for cancellati

on of coverage for me and my dependentys), ifany, from the original
sffactive date, Further, | authorize my employer to make the necessary payroll deduction of Premiums for coverages | have elected,

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature Date ’ l’ "—g‘)b{ —,
EWPLOYEESDECLNNG 113~ | am DECLINING covera e

1 understand that | and/or my dependents, if any, walve any coverage and desire to participate in the plan at a Tater date. liwe may
must meet the requirements defined in the Certificats of Covarage for the company's medical or denta) pians. i1 decline enroliment for myself or my dependents
(Including my Spouse) because of other covarage, | may, in future be ahle to enroll myseif or my depend in thig plan, provided 1 request enroliment within 31
days after the other coverage ends. in addition, if a new depsndent relationship fo

placemant for adoption of parting suit
of adoption, | may be able to enroll myself or my dependent, provided request snroliment within 31 days of the avent.

be considered a late enrolies and

Employee Signaturs TAQ ce

Date M”ZC)”"'/W

Employer Solutions Staffing Group Health Benefits Team /
PO Box 48270 Minneapolis, MN 655344-9956
Phone: 952-767-8519 Fax: 962-767-8615
Email; Healthamployersoluﬁonsgroup.com



r¥ed Indemnity Medical Benefits_Plan 2

Rehire Date___ /s ;4 i

T — s

ENROLLMENT FORM ESC CUUNAC-MN) P1 v18,

* VS| 219301-ESG1  orriceustony LOCATION

t@ﬂ!.‘.!ﬂﬁ.!!:&!&!&sz&'ﬂ&.!EE..ME&E&.E!L@SLQ@ il
Name ' Social Security # }Home Phone Sex IE
Address , Apt. #

5 /

8- DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS? DY;[jN;lersplease;on;;u;“

" Medicare Health Insurance Claim Number (HICN) ! Medi.care Effective Date | i

; : : o

Name of Covered Person {s): ! |
f..'; T . Payroll Daductad Weskly Rates
You MUST select a coverage leve! before any benefits in Section C. Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS

1 2 B Ll T Rl LTI L R

Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.
SELECT COVERAGE LEVEL F "‘En':ﬁ'gzi’l'_”?"" DENTAL VISION TERMLIFE | SHORTTERM
_Employee Only [] . s2025 B $6.7 1| s2.42 Y| soen o |
Employee + 1 [ ] $41.10 $12.34 - $4.92 $0.90
© Employee + Family 1 85488 | sa036 | s6s6 | $igo [ i
NOwoALL Benefis BAT™ [ves [INo | [ Jves LN | Cves CINo | [lyes [ [ves [N

This coverage is not available to residentg _oi NH, HI, or PR.2STD js not available to persons who work in CA, Hi, NJ, NY, or RI.

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information, Accidental Death &
Dismemberment is part of the Term Life Benefit,

Name .._Relationship

D. REQUIRED DEPENDENT INFORMATION _
Name Social Security # Date of Birth

Relationship

Sex
7 | MI[E]  Cspouse[chig [IDomestic Partner

Name SERNE U e e S Somalsecu”ty# DateofB m;h Relationship 1

Sex
Name Social Security # : Date of Birth ' Relationship

Sex
/0 IMIE] Cspousel] Child [ Domestic Partner

Name i i i Social Security # Date of Birth | Sex 'Relationship
e .,'—@__'El$9°use__ElCh"dDDom€sﬁcPertne.r

Y 5 s OATE, EVEN IF YOU DECLINE CoveRAGE
I'have read the benefit packet and understan

d its limitations. | understand that open enroliment is only available for
3 limited time and | understand that making no benefit selection is a declination of coverage.

o L 2% L T cmuins ThG =

This Is an Essential StaffCARE Enroliment Form,



